Irving Loudon (May 2003 JRSM 1 ) is quite right to accept the plausibility of the French Renaissance writer Boaistau's account of a 'five-year pregnancy'. Two Renaissance physicians, d'Ailleboust and de Provanchères, 2 describe an even more remarkable case. In 1582 in the French town of Sens, a necropsy was performed on a Madame Chatri who died at the age of 68. She had become pregnant for the first and only time 28 years previously. A normal pregnancy, prolonged labour and breaking of her waters ensued without the delivery of a child. Her abdomen remained swollen, hard and painful throughout her life. At necropsy her abdomen contained a perfectly formed and calcified 'newborn' female child. An earlier JRSM article by Bondeson 3 recounts the story in some detail, provides copies of contemporary illustrations and traces the subsequent history of the 'stone baby'. Eminent figures who examined the baby and made drawings included Ambroise Paré 4 and Thomas Bartholin. 5 The stone baby became famous and was exhibited in various centres before disappearing from the museum of the king of Denmark during the nineteenth century.
The condition in which a fetus, probably extrauterine, remains in the abdominal cavity and becomes calcified is known as 'lithopaedion'. A Medline search of lithopaedion/ lithopedion yields 56 articles which, taken together, provide information on over 300 cases. The condition is compatible with a long life expectancy and there are several instances of the mother carrying the calcified fetus for over 50 years. Recent cases are from countries deficient in obstetric and surgical care; probably many cases go unreported. For instance, the last to come to my attention was by way of a report last year in the French newspaper, Le Figaro: Professor Ouazzani of Rabat, Morocco, successfully removed a calcified fetus weighing four kilos from the abdomen of a woman 46 years after her last pregnancy. 6 Karagama and co-workers (April 2003 JRSM 1 ) looked for physical sequelae in thirty-four individuals exposed to CS spray within the confines of a single decked 72-seat coach. Usefully, they divided the cohort into individuals with exposure directly onto the face and individuals with indirect exposure within the confined environment. They recorded the symptoms experienced one hour, one month, and ten months after exposure. As might have been expected, 2 the main symptoms were ocular (10 out of 10 exposed directly and 22 out of 24 exposed indirectly) followed by respiratory (10 out of 10 for the direct group and 13 out of 24 for the indirect group). Only 1 of the indirect group reported a rash whereas 3 out of 10 of the direct group reported rashes. This would concur with the report of Schmutz et al. 3 regarding cutaneous accidents with CS and CN: these workers concluded that, when properly suspended in air, these agents mainly affect the eyes and have only minor effects on the skin, whereas when applied directly onto the skin they produce extreme irritation with erythema and vesicles. The effects seem to develop in two stages. First there is redness and a burning sensation on the face; then, next day, oedema ensues with swelling of the eyelids. Oozing rapidly turns to crusts and, in the absence of treatment, infection is the rule. In a recent case I was supplied with dated serial colour photographs that fitted the above description. The lesions were unilateral, indicating use at very short range (also reported by Schmutz). In two previous cases, photographic evidence was lacking but the general practitioner's description in the medical records was similar and he had prescribed antibiotics prophylactically.
In their follow-up examinations at 8-10 months, Karagama et al. found no differences between the directly and indirectly exposed groups for respiratory or other effects, and they conclude that there was no convincing evidence of long-term physical sequelae. However, the possibility of long-term respiratory damage cannot always readily be dismissed. In 1992 Hu and Christiana 4 reported a case in which a previously healthy woman aged 21 with no wheezing or asthma or family history of asthma or atopy was inadvertently exposed to CS gas in a nightclub. From the results of spirometry over time and the response to treatment with the appropriate medication together with monitored symptoms they diagnosed the development of RADS (reactive airways dysfunction syndrome), a nonspecific form of asthma that typically follows a single massive exposure to an irritant. Dr Davies's article on tuberculosis (TB) is fascinating and I agree with many of his sentiments (June 2003 JRSM 1 ). But why were general practitioners (GPs) not mentioned in this fight against TB? I, too, have come across a patient in the past few months who almost died of meningeal tuberculosis. She was middle-aged, living with a family I had known for many years (but not registered with a GP). She developed a cough, weight loss, and sweats and finally ended up in intensive care with meningeal TB. Happily she survived and is now well. What is particularly galling is that, as a practice, we take an active interest in infectious diseases. 2 This brings me back to my main point. Respiratory physicians cannot do all this alone; I don't know if some of Davies's comments are directed at GPs specifically (re-education of the medical and allied professionals), but general TB surveillance cannot be done without primary care. Let me say why.
I have heard it said many times that TB management should be totally within the remit of secondary care specialists. If the model of care is one that emulates HIV/ AIDS care-hospital driven and directed-then please do not blame GPs for not identifying cases earlier. 3 If you involve GPs in decisions regarding their tubercular patients, then primary care can be expected to work with specialists on early identification, management and most importantly, follow-up. Since January 2003 we have registered almost 400 patients from all five continents and including warravaged places such as Afghanistan, Iraq, Ivory Coast, Congo as well as those countries now recovering from the effects of war such as Albania and Kosovo. This is probably why up to 40% of new cases occur in London. With this in mind, it is incumbent on all health professionals to think about TB in cases where it might be a remote, or not so remote, possibility. Davies's article would have been more compelling if GPs had been mentioned at least once.
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